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Case Report
Ciliated Foregut Cyst of the Pancreas
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Department of Surgery;
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Cystic lesions of the pancreas are relatively uncom-
mon. We describe the case of a young man with a
complex cystic mass located within the head of the
pancreas. The patient underwent exploration with
resection of the mass. Pathology revealed a ciliated
epithelial cyst, a rare cystic lesion of the pancreas.
Keywords: Ciliated pancreatic cyst, duplication cyst, broncho-
genic cyst
INTRODUCTION
Cystic lesions of the pancreas are relatively
uncommon. They are classified by the presence
or absence of an epithelial lining. True cysts of
the pancreas contain an epithelial lining whereas,
false cysts contain a fibrous lining. True cysts
are further subdivided into congenital and
acquired cysts (Tab. I). We describe the fifth
case in the English language literature of a rare
type of congenital cystof the pancreas, a ciliated
foregut cystic lesion. A brief review of the litera-
ture is provided.
CASE REPORT
The patient, a 33 year old white man, had been
in excellent health until recently when he
experienced severe epigastric abdominal pain
radiating to the back not associated with nausea,
vomiting, weight loss, or jaundice. Physical
examination was significant for slight epigastric
fullness with minimal tenderness to deep palpa-
tion. Diagnostic work-up included abdominal
ultrasound examination which demonstrated a
multilocular, cystic mass involving the head
of the pancreas without evidence of biliary or
pancreatic ductal dilatation. Further diagnostic
work-up included a computed tomographic
scan confirming the presence of a multilocular,
cystic mass in the neck and head of the pancreas,
this mass was inseparable from the celiac artery
and the inferior vena cava (Fig. 1). The patient
underwent exploratory laparotomy. The mass
was attached to the uncinate process and was
adherent to the celiac artery and the inferior
vena cava. It was dissected from the celiac artery
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2. Malignant or potentially malignant
mucinous cystic neoplasm
solid and papillary epithelial neoplasm
necrotic islet cell tumor
necrotic anaplastic or adenocarcinoma
lymphoma
and the inferior vena cava and transected from
the uncinate process, leaving most of the
uncinate process intact. His operative and post-
operative courses were uneventful, and he was
discharged on post-operative day seven.
Examination of the specimen revealed an
irregular brown-tan colored, soft tissue mass
covered by fibroadipose tissue, measuring
5.4x4.3x2.1 centimeters (cm). Cut section of
the specimen revealed multiloculated cysts, ran-
ging from 0.3 to 1.2 cm in greatest dimension.
Most cysts had a smooth, glistening epithelial
lining and were filled with a grey mucinous
fluid.
DISCUSSION
Ciliated foregut cysts of the pancreas are an
unusual type of cyst of the pancreas. Four cases
have been reported in the English language
literature [1-4]. In contrast to simple, unilocular
congenital cysts of the pancreas these cysts tend
to occur in adults. Ciliated foregut cysts of the
pancreas are analagous to a bronchogenic cysts
of the lung or to enterogenous (duplication)
cysts of the proximal gastrointestinal tract. These
cysts contain smooth muscle with a ciliated
columnar or pseudostratified epithelial lining.
The cysts contain material ranging from clear
serous fluid to milky white or brown viscid,
mucoid material with abundant lipid and
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protein content [2, 3]. One report in the literature
describes the presence of increased concentra-
tions of carcinoembryonic and CA-125 antigens,
features typical for a mucinous cystic neoplasm
of the pancreas [3]. However, they are consid-
ered benign.
The differential diagnosis of cystic lesions of
the pancreas includes several benign congenital
cystic lesions, inflammatory and cystic neo-
plasms (Tab. I). Histologic analysis allows differ-
entiation between many of the entities. Ciliated
foregut cysts are differentiated from true terato-
mas (dermoid cysts) by the presence of ciliated
respiratory type epithelium, with well devel-
oped bands of smooth muscle, and bronchial
type mucinous glands and the lack of skin
appendages, teeth, cartilage, glial elements, or
sebaceous material [5]. Lymphoepithelial cysts
of the pancreas are distinguished from ciliated
epithelial cysts by the presence of a characteristic
keratinized squamous epithelium surrounded
by lymphoid stroma [6]. Ciliated foregut cysts of
the pancreas are developmental abnormalities,
believed to have no evidence of malignant
potential therefore, lack of evidence of metapla-
sia differentiates them from cystic neoplasms of
the pancreas.
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COMMENTARY
Most cystic neoplasms of the pancreas arise from
the exocrine component of the gland, but are
much less common than solid tumours. As
pseudocysts almost always are secondary fea-
tures to acute or chonic pancreatitis or are
caused by an outflow obstruction, e.g., a cancer
of the pancreas or ampullary region, the lesions
most likely to be confused with congential cysts
are cystadenomas or cystadenocarcinomas. The
latter has a markedly better prognosis than non-
cystic adenocarcinomas, which is the reason
why cystic neoplasms always should be re-
moved if not convincingly proved to be pseu-
docysts. Preoperatively it may be possible to
differentiate the congential cystic lesions of the
pancreas in the von Hippel-Lindau syndrome
from the other neoplasms by the history of the
patient (the effects of the hamartomatous lesions
of the central nervous system dominate the
clinical illness), but otherwise the congential
cysts are almost indistinguishable from those of
the small locular pancreatic cystadenoma. More-
over, intraoperative differentiation is often not
possible and therefore the entire lesion has to be
carefully evaluated in order to arrive at a final
diagnosis.
Ciliated forgut cysts are rarities that most
pancreatologists have never even heard of. In
the few cases presented so far it seems as if the
clinical symptoms and signs as in the present
case are unspecific and of little help for the
right diagnosis. Due to the improved saftey of
modern pancreatic surgery in most patients
radical resection of a cystic lesion like this is
favoured, because only if the cystic tumor is
resected completely, a pathological classification
is possible.
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